*SITE ROUTE LEGEND

Vaccine Administration Record | = -coam

PATIENT NAME
DATE OF BIRTH
PROVIDER NAME
ADDRESS

CITY, STATE ZIP

CIRCLE VACCINE

DTaP DTaP/Hib/IPV DT

LA = Left Arm

RT = Right Thigh
LT = Left Thigh

PO = Oral

IM = Intramuscular
SQ = Subcutaneous
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